In a patient with mitral valve aneurysm precordial echocardiography suggested a mistaken diagnosis of infective endocarditis. Transoesophageal echocardiographic examination established the correct diagnosis, which was subsequently confirmed at operation. Transoesophageal echocardiography gives better resolution of lesions associated with the mitral valve than precordial examination and may improve the diagnostic accuracy.
True aneurysms, or diverticulae, of the mitral valve are a rare cause of mitral regurgitation. They are most common in patients with infective endocarditis affecting the aortic valve,1 '7 but they may also present with chronic mitral 8 regurgitation, or as a complication of mitral valve prolapse.9 The precordial echocardiographic features of mitral valve aneurysms are non-specific,5 810 and can be misinterpreted as a large vegetation, cystic left atrial myxoma, or degeneration in association with a prolapsing leaflet. Delay in making the correct diagnosis increases the risk of infection, embolisation, or rupture of the aneurysm; these complications can be prevented by surgery to repair or replace the valve. 5 We report a patient in whom a mitral valve aneurysm was diagnosed by transoesophageal echocardiography. electrocardiography were normal. Precordial echocardiography showed a mass attached to the posterior leaflet of the mitral valve that was thought to be a large vegetation. Colour flow Doppler examination showed moderately severe mitral regurgitation. Infective endocarditis was diagnosed and treatment with an intravenous antibiotic was started. She was subsequently referred to the Western Infirmary for further cardiological assessment.
In systole a transoesophageal echocardiographic examination showed a large cystic lesion in the left atrium attached to the posterior leaflet of the mitral valve ( fig 1) showed an eccentric jet of mitral regurgitation directed towards the interatrial septum. Cardiac catheterisation with left ventriculography subsequently confirmed that this lesion was a mitral valve aneurysm that communicated with the left ventricular cavity. The cyst was excised on cardiopulmonary bypass, and the posterior leaflet of the mitral valve was repaired without the need for valve replacement. 
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